This is a critical abstract of an economic evaluation that meets the criteria for inclusion on NHS EED. Each abstract contains a brief summary of the methods, the results and conclusions followed by a detailed critical assessment on the reliability of the study and the conclusions drawn.
Study design
This was a randomised controlled trial (RCT) that was conducted at several centres associated with the teaching hospital that formed the principal study location. The patients, once randomised, could decline the intervention. The length of follow-up was 6 months. Randomisation was achieved by computerised selection and stratified by referring ward. Telephone interviews with patients or their proxies (some patients were cognitively impaired) were conducted after 6 months. Further details of the loss to follow-up are provided in the parent clinical study (Steiner et al., see Other Publications of Related Interest).
Analysis of effectiveness
The analysis was conducted on an intention to treat basis. The outcomes considered were length of stay (LOS), physical functioning (assessed using the Barthel index), and destination after discharge. A random sample of 10% was used to test for inter-rater reliability (shown to be 100%).
Effectiveness results
The LOS was significantly longer in the nurse-led group (mean 41.1, standard deviation, SD=32 versus mean 39.5, SD=31). Other outcomes were shown in the parent study (Steiner et al., see Other Publications of Related Interest) not to be significantly different.
Clinical conclusions
Nurse-led care is associated with a longer period of hospital stay. Other clinical outcomes did not differ in comparison with standard care.
Measure of benefits used in the economic analysis
The authors showed that the clinical effectiveness was not significantly different, and therefore conducted a costminimisation analysis. The only significant difference, as reported in the 'Effectiveness Results' section (above), was that the LOS was longer for the nurse-led group. This was used as an economic input to the present study.
Direct costs
The unit costs for each resource were provided. The costs and the quantities were not reported separately. The time horizon was 6 months and, as such, discounting was appropriately not carried out. The cost data came from the literature, interviews with staff in trust directorates and accounting departments. When attributed cost data could not be isolated, aggregated cost estimates were obtained from the relevant trust. Data on the LOS were obtained from the hospital's Patient Administration System database. Data on the use of physiotherapy and radiology were collected from departmental databases. Outpatient attendances were sourced from the unit costs of community care (PSSRU). The costing also included short-term care such as emergency department visits, day surgery outpatient clinics, and so on. Other NHS resources included community hospitals, general practitioner (GP) or community nurses, and institutional care. General practice staff collected data at the end of 6 months using a questionnaire. Interviews with patients provided details of change in residence. The cost data were analysed over two periods, the admission period (period 1) and the readmission period (period 2). The authors stated that the indirect costs included the use of pathology, occupational therapy, clerical support, and hotel and laundry services. However, these were not indirect costs and should be attributable to direct medical or non-medical costs. The price year was 1988-9.
Statistical analysis of costs
Summary statistics (mean, median, SD) were produced for each cost variable. Two-sample t-tests were used to compare means with 95% confidence intervals (CIs). The groups were compared using a regression analysis that controlled for referring ward and gender. The results of the two analyses were reported to be virtually identical, thus the regression results were not reported in the paper.
